Introduction
Most of us have been taught to focus our clinical evaluation on diagnosis and treatment -i.e., what is wrong and how can we fix it. Even when the emphasis is on prevention, we still try to assess risk status and direct diagnosis and intervention accordingly. The measurement and assessment of function is often relegated to workers compensation, disability determination, work hardening programs, and physiatry or rehabilitation medicine. Upon entering the realm of geriatric care, however, the busy clinician will be confronted by elders who, along with their families, often express considerable dismay at the potential or real loss of function with age.
Modern clinical assessment, diagnosis, and treatment rely heavily on evidence accumulated through clinical trials. Clinical trials tend to use "hard" endpoints such as cure, mortality, complication, or some other objective measure, such as blood pressure, cholesterol level, etc. Even though function may be seen as an essential element of well-being, it is viewed as being too subjective or "too unreliable to merit serious scientific consideration." 1 In fact, among the elderly, physical function may be one of the most important aspects of wellbeing.
A Brief History
Always at the heart of geriatric care, functional assessment is a challenge to measure accurately and reliably. One of the most extensively validated and studied (not to mention marketed) functional assessment tools is the Medical Outcomes Study (MOS) SF-36™. 2 You will see this referenced in articles and used in population data bases but it is not very useful for the busy clinician, or even the thorough geriatrician. The short form of the MOS SF-36 is a self-administered questionnaire that may be more practical. Katz developed one of the earlier tools for assessing the ability to perform activities of daily living (ADL). 3 The Older Americans Resources and Services Instrumental Activities of Daily Living (OARS -IADL) expanded the ADL to include higher levels of functioning. 4 The Katz and OARS are done by interview. The Rosow-Breslau and Nagi scales are other interview scales. 5 Another self-administered questionnaire is the Functional Status Questionnaire that divides ADL into basic and intermediate. 6 Finally, performance-based assessments such as the Physical Performance Test are scored by direct observation. 7 If you are really interested in this subject, Reuben et al published a comprehensive review of these measures. 8 
Utility
Functional assessment has been shown to be important in predicting mortality, hospitalization, and health care cost. 9 Premorbid functional level predicts function as an outcome in a variety of acute illnesses. Improving functional outcome may reduce the need for further institutionalization and longterm care following hospitalization. 10 Functional assessment has recently been shown to be an important predictor of mortality after hospitalization, and therefore an important
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found its greatest utility is in determining functional changes over time. Loss of ADLs or IADLs is one factor that may lead to more comprehensive assessment or specific intervention.
Loss of ADLs or IADLs often assumes prominence when generating a problem list to prioritize interventions. For example, the need for help with cooking may generate increased family participation, meals on wheels, or home care services. Impaired transferring ability may require intensive physical therapy, assistive devices, or home modifications. The ADLs are listed in the order in which they may be lost as an elder becomes more frail and dependent. Bathing usually goes first, then dressing, etc. Loss of bathing independence as an initial event may therefore be a sign of progressive senescence, whereas initial loss of feeding or transferring may signal a problem outside the realm of usual aging.
When possible, direct observation can be important in verifying functional loss, measuring its degree, or determining appropriate intervention. Specific appliances, home modifications, and therapeutic modalities may come to mind by watching the elder perform, especially IADLs. Large perturbations in function, either in individual activities or as a whole, may lead to a more comprehensive assessment by physical or occupational therapy.
Conclusions
Functional assessment is an essential component of elder care. Research suggests that a composite measure is likely to be the most accurate, comprising an interview or questionnaire and the direct observation of physical performance. It is recommended that Indian Health Service, tribal, and urban programs adopt a standard form for documenting the functional assessment of elders. Although CGA is an important aspect of elder care, it need not be a prerequisite for functional assessment. s s Impaired driving is the most frequently committed violent crime in America. 1 In 1993, an estimated 123 million episodes of alcohol-impaired driving occurred among U.S. adults. 2 Every 30 minutes someone in the U.S. dies in an alcoholrelated motor vehicle collision. For every five-day period, alcohol-related motor vehicle events are responsible for the number of deaths equal to one fully-loaded Boeing 737 airplane crash in which all passengers are killed. Annually, this is equivalent to 81 such plane crashes, totaling more than 16,000 deaths.
In 1997, 38.6 percent of all motor vehicle crash-related deaths in the U.S. involved alcohol. 3 There were 16,189 deaths in 1997 alone. The statistics are worse in Indian Country where American Indians and Alaska Natives (AI/AN) die from alcohol-related motor vehicle crashes at rates two to three times higher than other Americans. [4] [5] [6] [7] It is estimated that 65 percent of all motor vehicle deaths involving AI/AN are alcohol-related. 8 In an effort to combat the excess morbidity and mortality associated with drinking and driving in this country, President Clinton signed the landmark Transportation Equity Act of the 21st Century (TEA-21) into law on June 9, 1998. One important provision of this bill is its authorization of more than $700 million in federal incentive grants to states over the next six years to combat drinking and driving. New incentive programs are aimed at increasing the use of safety belts and promoting the enactment and enforcement of 0.08 blood alcohol concentration (BAC*) as the national legal limit for impaired driving. Although TEA-21 has not established 0.08 BAC as the standard for impairment, it has specifically allocated $500 of the $700 million in incentive grants to states that have enacted, and are enforcing, a 0.08 BAC per se law.** President Clinton has specifically addressed the role of impaired driving in Indian Country. Inherent in the development of a plan to promote the adoption of 0.08 BAC, the President has explicitly encouraged tribal governments to adopt, enforce, and publicize a 0.08 BAC standard on highways in Indian Country that are subject to tribal jurisdiction. Adoption of the 0.08 BAC standard by tribes will create opportunities for these tribes to receive desperately needed federal funding. These federal grants can be used to implement programs to reduce the incidence of impaired driving and motor vehicle-related injuries. Currently, an inventory of tribal traffic safety laws is being conducted to update a similar inventory prepared in 1995. One component of the inventory is an analysis of tribal DUI (Driving Under the Influence) laws, which will provide the IHS with a database of tribes that have adopted and are enforcing per se laws.
Making 0.08 BAC the national legal limit for impaired driving will make a major contribution in reducing deaths and injuries on our nation's highways. Lowering the BAC limit to 0.08 sets the legal limit at a point at which driving skills are proven to be compromised. At 0.08 BAC, a level reached by a 160-lb male consuming four drinks in one hour on an empty stomach, there is "reduced peripheral vision, poorer recovery from glare, poor performance on complex visual tracking, and reduced divided attention performance". 9 Furthermore, the risk of being in a crash rises gradually with each BAC level, but increases dramatically after a driver reaches or exceeds 0.08. The Insurance Institute for Highway Safety indicates that the relative risk of being killed in a single vehicle crash for drivers at BACs between 0.05 and 0.09 is 11 times greater than for drivers with no alcohol in their system. These finding have been supported by a national study, which found that each twopercent increase in BAC nearly doubles the risk of fatal crash involvement. 10 Sixteen states have already established the 0.08 BAC as the legal limit.
To date, four studies have evaluated the effect of 0.08 BAC laws in the U.S. [11] [12] [13] [14] Each study has demonstrated that lowering the legal limit to 0.08 BAC was associated with reductions in alcohol-related fatal crashes. These studies have shown that the adoption of a 0.08 BAC limit can reduce alcohol-related crashes by up to 40 percent (range is 4%-40%). The significance of these findings is that not only are the 0.08 laws associated with a reduction in the incidence of alcohol-related fatal crashes overall, but they also reduced the fatalities at the higher BAC levels. In fact, one study found that the reduction was greatest among the extremely impaired drivers (those with BACs of 0.15 or greater).
14 According to this study, if all states lowered BAC limits to 0.08, alcohol-related highway deaths would decrease by 500-600 per year. This would result in saving an estimated 13,200 lives by the year 2005.
IHS primary care providers must advocate for the adoption and enforcement of 0.08 BAC laws in Indian Country. As Indian health advocates, it is our responsibility to articulate the *BAC, or blood alcohol concentration, is the amount of alcohol in a person's body and is measured by the weight of the alcohol in a certain blood volume. This measurement is expressed in grams per deciliter (g/dl) of blood. Breath testing is the primary method for measuring BAC. **A per se law makes it illegal, in and of itself, to drive with an alcohol concentration measured at or above the established legal level.
importance of adopting 0.08 BAC laws by highlighting the financial incentives as well as the expected health and social benefits. Indian health advocates must also be involved in the policymaking process. It is essential that we ensure that policymakers at the tribal, state and Federal levels are aware of the benefits associated with the 0.08 BAC laws and will pursue the adoption of these stringent laws. The morbidity and mortality associated with impaired driving in Indian County is preventable, and the adoption of 0.08 BAC laws by tribes is one very important step in reducing the epidemic of alcohol-related crashes occurring in Indian communities.
Additional "Holding Women" is an appropriate word picture for a doula. "Doula" is the Greek word for a woman who serves. Internationally it has come to mean a "woman experienced in childbirth who provides continuous physical, emotional, and informational support to the mother before, during, and just after childbirth." 1 Historically, anthropologists have found that in 126 of 127 cultures studied so far, mothers in labor have a "continuous, caring woman present at a birth with the laboring woman" in one fashion or another. 2 As childbirth moved into the hospital, mothers became isolated physically, emotionally, and spiritually by sterile protocols instituted to ensure the positive outcome of the mothers and their babies. The medical aspect of birth continues to receive attention not only in professional research, but also in the lay media, as the outcomes for mothers and babies are still of primary concern. Fortunately, as knowledge of the nonmedical needs of laboring women has increased, so the doors to the labor rooms have slowly opened to allow in the father, a friend, or other family members, as well as the doula, to help the mother with her labor.
Review of Research on Supportive Companions at Birth
Researchers, foremost Dr. John Kennell and Dr. Marshall Klaus, in an attempt to improve the birth experience, conducted the first randomized controlled doula trials in 1980. The doulas were untrained and unknown to the mothers to whom they were assigned, which made the results even more surprising, as well as encouraging. A combined analysis of the results from that first study and from five additional well-designed, controlled trials show compelling results.
3 Table 1 is a list of the benefits of a doula.
Other significant, immediate outcomes include a reduction in the frequency of maternal fever, as well as fewer newborn days in the newborn intensive care unit (NICU) and fewer septic work-ups for the neonate. 4 Long-term benefits have included improved breast feeding, increased time spent with baby, and more positive maternal assessments of the baby's personality, competence, and health. 5 There was also a decrease in postpartum depression. Pain medication (narcotic) 30%
Forceps 30%
Request for epidural 60%
How Doulas Affect Physical Outcomes Doulas "hold women" by supporting them emotionally during their pregnancy, labor, and birth. The doula meets with her expectant mother one or more times before the birth and discusses the mother's expectations or ideas of what the birth will be like, and issues of importance, such as pain medication preferences or infant feeding choices. During these meetings the doula supplements information the mother has learned in prenatal classes and explores misinformation she may have gleaned from what she has heard or read. The doula empowers the client to eat well, observe healthy lifestyle practices, and exercise, all to prepare for a healthy and positive birth experience. A doula may use this time to enhance communication within the woman's support network, including family and partner, and/or may give advice about how to communicate effectively with the medical staff.
During early labor, the doula and her birthing partner stay in close contact until the mother needs additional support, at which time the doula will join her, meeting the mother at her birth place. She will then stay throughout the entire labor and birth and for up to two hours during the postpartum period. She will talk about normal contractions with the mother and will provide an objective viewpoint. Knowledge of what is normal replaces fear of the unknown. The doula listens to the mother and responds to her needs. The presence of the doula, who is calm and committed to the mother's well-being, counteracts the effects of elevated stress hormones (adrenaline and noradrenaline), which are released when the mother becomes anxious, fearful, or insecure. A trusting, relaxed mother is able to continue producing oxytocin, which then keeps the labor in its normal rhythm, with the perception of pain diminished greatly. Most importantly, the doula lessens the anxiety of the
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laboring woman with quiet reassurance and enhancement of the unique talents and strengths the laboring mother brings to the birth.
"Holding women" not only applies to the mother, but to other family members present as well. The doula will be responsive to the spouse or partner, and others present, and will respect their level of involvement. Some men are unaccustomed to observing, analyzing, accepting, understanding, and then reacting to the instinctive, normal behavior of the laboring mother. The doula can help them understand the normal course of labor and what they can best do to serve the mother. All family members may be very helpful to the birth and just need to be directed in a positive manner.
Doulas "hold women" physically by holding her hand or by utilizing more therapeutic touch to relieve or reduce pain. Other comfort measure used might include massage, pressure, hot or cold packs, hydrotherapy, or patterned breathing techniques. Often if a woman is walking during labor, she may lean on the doula, who physically supports her during the contraction. A doula uses her understanding of the physiology of birth to aid a laboring woman into more comfortable and efficient positions. To increase the mother's physical comfort, the doula helps obtain juice, ice, blankets, and pillows for the mother.
Doulas "hold women" spiritually as well, as expressed by Polly Perez in her book, Special Women. She writes Doulas feel their presence helps the mother recognize and appreciate her link with all other mothers -those who have birthed before and those who have yet to birth. The labor assistant is their link with time; this link helps the mother to know that she too can birth her baby. She too has the wisdom of the ages. Doulas consider themselves protectors of the memory of birth. According to Penny Simkin, women have vivid and detailed memories about their births for the rest of their lives, and it is clear that the birth experience can have a powerful positive or negative long-term effect on a woman. 7 A woman's emotional reaction to the birth experience needs to be expressed and discussed after the birth so that the she integrates the experience into her life. The doula, in her postpartum contacts, can provide a compassionate ear and also has the opportunity to contribute to the mother's self-esteem and confidence in her parenting abilities. 8 A doula works side by side with clinical caregivers by practicing only non-medical skills. She is quick to obtain consultation when the laboring woman so requests or when the doula reaches the limits of her scope of practice. DONA (Doulas of North America; an international organization for doulas, founded in 1992) is one of the major bodies training and certifying doulas in the United States and abroad today. It has set standards of practice (see Table 2 ) for DONA certified doulas (CD-DONA), specifying the limits of their care.
Doulas work in a variety of practices and settings. In the Seattle, Washington area, for example, the human services system provides a doula for each pregnant woman who requests one. These women are paid by the county human services program. Private practice doulas work with women on an individual basis and charge $250-$800 per birth. Some doctors and midwives have chosen to hire doulas to work with their patients. There are volunteer programs in various parts of the country, sometimes targeting a specific population such as teens or low income mothers. Hospital-based doula programs are gaining popularity. The doula may be on call and come into the hospital as needed when a woman enters labor, or she may meet clients in the prenatal period and join them in labor. Community-based doula programs have also filled a niche in many areas, often working through women's centers or community outreach organizations.
Conclusion
"Holding Women" -a doula -proves to be more than just a nice thought. Not only is it an effective way to lower obstetric expenses and improve the outcome for mothers and babies, it is a concept rife with potential for enhancing mothers' abilities to confidently and capably parent the next generation of caretakers of our earth. s s 
II. Continuity of Care
The doula should make back-up arrangements with another douls to ensure service to the client if the doula is sick or unable to be reached. Should any doula feel a need to discontinue service to an established client, it is the doula's responsibility to notify the client in writing and arrange for a replacement, if the client so desires. This may be accomplished by: A. Introducing the client to the doula's back-up. B. Suggesting that another member of Doulas of North America (DONA) or other doula may be more appropriate for the situation. C. Contacting DONA Regional Representative or local doula organization for names of other doulas in the area. D. Following up with a client or back-up to make sure the client's needs are being accommodated.
III. Training and Experience
A. Training. Doulas who are certified by DONA will have completed all the requirements as set forth in the DONA Requirements for Certification. This includes training in childbirth and a labor support course which consists of at least fourteen hours of training, reading four books from DONA Reading List, and completion of an essay on the value and purpose of labor support. See the DONA Requirements for Certification for more detail on Training and Experience. B. Experience. Doulas certified by DONA will have the experience as set forth in the DONA Requirements for
Certification. This includes provision of support to at least three clients, good evaluations from clients and health care providers, and records of three births, including a summary, observation form, and accounts for each birth. C. Maintenance of Certification. DONA certified doula will maintain certification by participation in a Peer Review process after each three-year period of practice. Doulas must attend at least one continuing education event per year in maternal/child health. 
IV. Record Keeping
FOCUS ON ELDERS s s
The University of California, Berkeley's Center for American Indian Research and Education (CAIRE) has received a 1.6 million dollar award to conduct culturally sensitive research on factors that influence "wellness" in American Indian people. Wellness Circles: an American Indian Approach was funded as a five-year project by the National Institute of Nursing Research. The project is designed to enhance the well-being of American Indians and Alaska Natives residing in rural California counties through comprehensive assessment of their current health behaviors in order to develop a health promotion and disease prevention model in rural Indian communities. The goals of the project are to design, implement, and evaluate a community-based health care model for American Indian families.
The Wellness Circle is a three phase project. In the first phase, a health assessment will be administered. Phase 2 will entail development of an intervention model to be tested at eight selected tribal sites. The intervention model will combine American Indian storytelling and traditional beliefs and values, and will incorporate Western health prevention information in a talking circle format. In phase 3, a review of the data will be conducted. Successful implementation of this project will be the result of collaboration between tribal governments, tribal health boards and staff, and the Center for American Indian Research and Education. Participating communities will receive a copy of the final report and assistance in disseminating the information to their communities.
The Center for American Indian Research and Education was established in the early 1990s. The center has conducted research in the areas of breast cancer, diabetes mellitus, cervical cancer, nutrition, and smoking cessation within the American Indian population. The project's principal investigator is the Center's Director, Felicia Hodge, DrPH (Wailaki); the project director is Betty Duran, MSW (Pueblo). CAIRE's mission is to improve the status of American Indians and Alaska Natives by developing, promoting, and evaluating culturally appropriate health, educational, and social policy programs.
For more information on CAIRE or the Wellness Circles project, contact Betty Duran, Project Director, Talking Circles at (510) 843-7694 or (510) 843-8661. s s
CAIRE Awarded American Indian Wellness Project Grant
Bruce Finke, MD, Staff Physician at the Zuni-Ramah Service Unit, and Director of the Elder Care Initiative, Zuni, New Mexico
As many of you know, the month of May is celebrated around the country as Older American's Month. In previous years The IHS Provider has devoted the May issue to articles related to Elder Care. As we look forward to May 1999, in the International Year of the Older Person, we propose a novel way to mark the month in the Indian Health Care system. Let's commit time this coming May to an effort to build and nurture interdisciplinary Elder Care teams in our facilities.
There are compelling reasons why the interdisciplinary team approach works well in Elder Care in Indian health, urban, and tribal programs (I/T/U). Elder care is, by nature, an interdisciplinary process. The elder's needs cross boundaries of profession and setting. In addition, relatively rapid staff turnover and the pressure of competing demands often hamper change within our systems. The team approach allows us to proceed with our work without relying on the energy or efforts of a single individual.
For teams to work they need a little care and feeding. They need encouragement and time. In May 1999, set aside time each week for the formation and nurturing of an interdisciplinary team to address issues of enhancing elder care at your site. Each site's capabilities, personnel, and needs are different. Approaches taken at one site may not work at another, and you will know best what you can do at your site. Take this opportunity to sit down together and look at what you can do for your elders.
You may need to take time out of clinic hours. Let your community know what you are doing. Most of our communities will be very supportive when we tell them we need to set aside a few hours to work on improving care for our elders.
In the coming months we will share information about how teams currently operating in the I/T/U settings are addressing elder care needs. We'll look at who is on those teams, how the teams function, and what projects seem to work well.
May 1999 is not all that far away. 
Instructions for Preparing Abstracts
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Clinical Nurse Whiteriver, Arizona
Come to the beautiful White Mountains of Eastern Arizona. Opportunities for skiing, hunting, fishing, and other activities abound. The Whiteriver Service Unit, on the Fort Apache Indian Reservation provides care to eligible patients requiring health care services. We are a progressive unit with several new services added within the past year. We want to make you part of our team! Positions for RNs exist on the pediatric, obstetrics, and adult care units, and are rotating day and night, with 12 hours shifts the primary tour. Employment is Federal Civil Service on the General Schedule scale and the positions are graded GS-7 and 9. Salaries range from $35,446 to $49,428 (pending scale). Federal benefits are part of the employment package. For information, contact Donna Huber, RN, Nurse Executive, P. O. Box 860, Whiteriver, Arizona 85941; or telephone (520) 338-4911.
House Nurse Manager/Supervisor Whiteriver, Arizona
The Whiteriver Service Unit has an immediate opening for a house manager/house supervisor. This position provides administrative supervision to the Nursing Department and other ancillary departments, primarily after normal business hours. To be considered, each applicant must have experience in a variety of nursing settings, including emergency, obstetrics, and inpatient medical. The incumbent coordinates patient care activities, including arranging transport of patients to referral facilities. This position is a GS-10 Nurse Specialist, with a starting salary of $42,208. For more information, please contact Donna Huber, RN, Nurse Executive, P.O. Box 860, Whiteriver, Arizona 85941; or telephone (520) 338-4911.
Family Physicians Kotzebue, Alaska
Maniilaq Health Center has immediate openings for two family practice physicians to join a team of seven physicians and two midlevel providers to practice the full scope of family medicine. Maniilaq Health Center is a new, 17-bed, JCAHO approved facility operated by the Maniilaq Association, an Alaska Native Health Corporation. Exciting Alaskan cross cultural opportunity working with a primarily Inupiaq population of 8000 in Kotzebue and surrounding villages. Position involves limited OB and sharing of on call responsibilities. Physician must be willing to travel to villages by small aircraft to provide patient care. Outdoor activities are abundant with four National Parks and two Wild and Scenic Rivers adjacent to Kotzebue. Full benefit package including competitive salary and Indian Health Service loan repayment. Locum opportunities are also available. Contact Connie Rakoski, Medical Staff Coordinator, at (907) 442-7148 or e-mail at crakoski@maniilaq.org. CVs can be faxed to (907) 442-7250.
Physician
Campo, California
Seeking board certified or board eligible physician with interest/experience in addiction medicine to provide outpatient family medicine at an expanding rural clinic serving both Native Americans and the general public, with part time work at a youth residential treatment center for drug/alcohol addiction. Facing the Challenge January 14-16, 1999 Albuquerque, New Mexico "Facing the Challenge: Developing Native AmericanSpecific HIV Research, Care, Treatment, and Intervention Services in Tribal, Indian Health, and Urban Health Systems" will be held in Albuquerque, New Mexico on January [14] [15] [16] 1999 . This is an HIV continuing education activity for physicians, nurse practitioners, physician assistants, registered nurses, dentists, ophthalmologists, dietitians, psychologists, psychiatrists, social workers, case managers, community health representatives, substance abuse counselors, and providers to urban Indian and tribal health programs. It is sponsored by the Phoenix Indian Medical Center HIV Center of Excellence in collaboration with the IHS Clinical Support Center (the accredited sponsor) and the National Institutes of Health Office of AIDS Research. For more information or a registration brochure, call (800) 749-9620. 
Fetal Alcohol Syndrome
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Geriatric Medicine 1999 February 27-March 2, 1999 Boston, Massachusetts "Geriatric Medicine 1999" will be offered by Harvard Medical School from February 27 through March 2 in Boston, Massachusetts. This is billed as an update on the specialized clinical management of elderly patients with the focus on common clinical problems encountered in primary care practice. There will be a nationally recognized faculty. For more information, telephone (617) The number of pharmacologic agents available to treat elders with dementia and depression is increasing rapidly. This 12th Annual Meeting of the American Association of Geriatric Psychiatry will provide a good opportunity to gain a better perspective about what agents are available and how they can help our elders. This would be especially helpful for those filling a "consultant" role in the management of elders with depression and dementia. For more information, telephone (301) 654-4137; or e-mail main@aagpgpa.org.
American Geriatrics Society Annual Meeting May 19-23, 1999 Philadelphia, Pennsylvania
There will be a series Core Curriculum lectures covering the breadth of geriatric medicine, as well as research presentations and symposia on selected topics. There is a special interest group in Ethnogeriatrics that meets at this time also. Most of the leaders in the field of geriatrics attend this meeting. While the majority of AGS members are physicians, the organization is trying to attract nursing interest, and so important contacts in the field of geriatric nursing can be made. This would provide an excellent update for physicians, advanced practice nurses, and physician assistants. For more information, telephone (800) 247-4779; or e-mail info.amger@americangeriatrics.org.
